MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH F '63_045435

DEFARTMENT OF PUBLIC HEALTH AND WELFARRK

\-TH 8_Prm Reistration District N 1003 11286 STATE FILE NUMBER
DO NOT WRITE AMENDED imary Registration District No, _ ___Regllrrars Nn - - o

ON THIS STUB

1. PLACE OF DEA'I’H s : - 2. USUAL RESIDENCE (Where deceased Iuved If institution: Residence before

a. COUNTY Y= - - a. STATE Mo. b. COUNTY St. LouiS admission)
b, CITY {(If outside corporate limirs, give TOWNSHIP only) Length of stay in 1b c. CITY
R

VS 300
Rev. 4/59

trsida Limits

TOWN St. LO'U.iS 3 H’ks. Tg\RNN Unive rsity City Yes R No OO

c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. STREET If cutside, give locati i
HOSPITAL OR ADDRESS (I cutside, give location) Reside on Farm

insnution: Jewish Hosp. Yes{¥] No [ 809 Leland Yes O NgO
3. NAME OF DECEASED Firsr Middle Last 4. DATE Month Day
vy .

(Type or print) .
e LILLIAN W, FINKLE oA Nov, 1L, 1963

5. SEX 6. COLOR OR RACE 7. MarriedJ]  Never Married {1 [B. DATE OF BIRTH | % AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 34 HR

Widowed Divorced . Months Days Hours Min.

Female Caue, dowed O veedD /.8/1905 | 58 ]

10a. USUAL OCCUPATION (Give kind of work done | I0b. KIND OF BUSINESS OR INDUSTRY| 1). BIRTHPLACE {City and state or country) | 12, CITIZEN OF WHAT COUNTRY
i g

during msﬁworﬁé life, even if retired) Dg]?tigﬂore S’b. LO'LliS, MO. USA

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

Jos, Wrobel Hate Nodel Paul

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16, SOCIAL SECURITY NQ. | 17. INFORMANT Address
(Yes, no, oanlv.nown)l {If yes, give war or dates of servi " ’
land =

18. CAUSE OF DEATH (Enier only one cause per line . N P INTERVAL BETWEEN
FART 1. DEATH WAS CAUSED B . NSET AND DEATH

IMMEDIATE CAUSE {

DATE AMENDED

Year

DOCUMENT

Conditions, if any, DUE
which gave rise to

SR el S® L3, O opmy—ys

PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1O DEATH but not relajed to the terminal PART (1]. If decaased was famale was
disasse condition given in PART I {a) L] there a pregnancy In last 90 days.
G cc M

[0 ves | &ne | O unknown
T9. WAS AUTOPSY, | 20a. ACC%«T SUICIGE  FORICIDE | 705, DESCRIGE HOW INJURY OCCURRED. (Enter nature of infury in PART 1 or PART 11 of ler 18
k O

PERFQRMED? -; g

YES O NO,
20c. TIME OF How| Meonth, Day, Year

INJURY": am \0-3 lp)

20d. INJURY OCCURRED 20w, PLACE OF INJURY {e.g., in of sbout home, | 20f. CITY, TOWN, OR LOCA'”ON COUNTY
WHILE AT WORK [] farm, factory, street, o ice bldg., en:)
NOT WHILE AT WORK [g' N ‘BA O N 9

21, |.attended the deceased from and last saw h-m alwe on
m on the date stated above, and to the best of my knowledge, from the couses stered.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

Deaath occurred at |'
22a. SIGNATURE (Degree Drﬁ] 22h. ADDRESS 22c. DATE SIGNED

X by LT ay 1300 (st (Jue . /17543

237 BURIAL, CREMATION, | 23b. DA'IE/ 23 NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, 1ewn, or county) (State)
o613

REMOVAL (Specify) ﬂadue SHIB 3 O‘IJI'l
24, FUNERIEL-DIRECTOR 11 '/1 5" 1 - ADDRESS g s*lﬁifk‘ ;Y LOCAL REG. Q%EEI.SIR ‘S 81 AI.URE
Berger Memorial L715 McPhersoh NOV- 154963 Anf JM . /7 2.

Lv g g{
{Liconsed Embalmer’s Statement on Revern Sid

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

o

| hereby certify that the body whose name is recorded on the reverse side of this certificale was embalmed by me,

or by Student Embalmer No.

working under my personal supervision,

Student
‘e Signature of Student Embalmer

Licensed EhBallr;r;jéf1 No,. é(; é 7

T, »

P. O. A'cl!dress

x

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). . ’ . -d s

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




